Functional Outcomes After Critical Illness in the Elderly* associations between housing status and health, the unique use of propensity matching suggests that homeless patients have no additional sequelae specifically from their homelessness and indeed benefit from the same care. Indeed, this finding alone is extremely interesting and worthy of note and will no doubt be an impetus for discussion and additional study.
The literature surrounding this area and general mantra suggests that homeless patients have poor medical care, a greater burden of chronic disease, and worsened outcomes (2, 4) . This "disease of poverty" has been widely reported, and it is safe to say generally believed to do poorly. Whether this was because of something inherent in these patients or because of a generally worse health compared with the overall population has something that has not been evaluated until now. Propensity matching suggests that patients do not indeed suffer inherently from being homeless but are similar to equally ill-housed patients. Hence, the authors conclude that homelessness is problematic in that it prevents access to health care and results in a chronically ill cohort but that there is nothing inherently different about these patients or the care they should get in the ICU. Although these findings are of interest, there remain some questions about the matching of these patients. Indeed, matching patients' illness severity and then suggesting that these patients benefit similarly from ICU care, which is based on a large part on treating that severity, could constitute a circular argument. Of course, there is no way to assess this because these patients are fit on their matching. For those of us who regularly care for homeless and poor patients, it does seem anecdotally as they lack prior care, and increased comorbidities result in a "sicker" patient and difficult outcomes. Perhaps matching via diagnosis or prospectively enrolling patients into an observational trial is warranted Only a larger cohort across multiple centers can assess whether the main finding of the article is an inherent truth or is a result of the matching methodology.
Finally and worthy of considerable discussion is the issue of attributable risk. Indeed, the difference of modifiable risk (potentially due to housing status and socieoeconomic status) and non-modifiable risk (disease severity upon arrival in the ICU) and the dynamics of this risk (eg, whether the sequelae of homelessness can be addressed once the patient is in the ICU) are the crucial question illuminated by this important article. I hope that rather than fostering the belief that all patients are the same when they enter the ICU to be differentiated only upon their illness and severity, this article begins a larger discussion and analysis of the demographics and socieoeconomic impact on illness of similar severity.
Care Medicine, Brummel et al (6) offer a thoughtful overview of available research characterizing the relationship between critical illness and the development of functional dependence among older adults. More importantly, they highlight potential strategies to improve functional outcomes of such illness among older adults.
Brummel et al (6) emphasize how efforts to describe, understand, and potentially improve functional outcomes for critically ill older adults have moved over time from the margins of discourse on critical care to become a central focus of investigation and clinical practice. This review also highlights just how elusive insights have been regarding the basic epidemiology of functional decline before and after critical illness. The authors reviewed 19 studies published over 30 years that examined independence in activities of daily living after treatment in an ICU; yet only nine of these studies examined patients' preillness functional status, information essential for the proper interpretation of data on postillness function (7) . Of these nine, the majority relied on patient's own retrospective accounts of their prior functioning, rather than prospective objective assessments (8, 9) , raising concern of the potential for recall bias and limiting the ability of investigators to examine functional trajectories in detail.
More recently, investigators have been able to overcome some of these limitations by taking advantage of existing large longitudinal cohort studies that prospectively collected functional status data at 1-or 2-year intervals. Combined with the likelihood that subgroups will experience critical illness, this allowed examination of the impact of that illness on subsequent function (2, 10) . However, it was only this year that quantitative information on the prognostic significance of differing pre-ICU functional trajectories became available with the publication of research on outcomes after critical illness among participants in the Precipitating Events Project (1), a landmark prospective cohort study of 754 community-dwelling older adults that has included functional status assessments taken monthly for over 16 years (11) .
Brummel et al (6) highlight the ongoing need for research to characterize patterns and determinants of functional outcomes for critically ill older adults; yet they also provide a framework to help clinicians and investigators design and interpret interventions aimed at improving such outcomes.
The heterogeneity of geriatric patients (12) , and geriatric syndromes more generally (13), represents a major theme in aging research. As Brummel et al (6) point out, the nature and trajectory of functional disability-as well as the implications of a critical illness for subsequent functional independencemay vary markedly between older adults; for example, individuals with few functional impairments at baseline, a critical illness may represent a crucial precipitating event that, if survived, may place this individual on an accelerated trajectory of functional decline and disability. However, such patients have a better likelihood of functional recovery than those with established patterns of progressive functional decline prior to their critical illness; in this case, an ICU admission may be one in a series of events leading to functional dependence and death.
By placing their discussion of post-ICU functional decline in the context of established models of the disablement process, Brummel et al (6) offer insight into the wide range of trajectories of functional disability that older adults may experience both before and after critical illness. As such, their review stresses the importance of conceptualizing functional disabilities after critical care not as isolated endpoints but instead as progressive geriatric syndromes that intersect with, and are modulated by, critical illness.
The perspective offered by this review will help us understand which groups of patients are most likely to benefit in the long term from interventions aimed at limiting new functional deficits after critical illness. Such interventions may include those that focus on early physical and occupational therapy, routine delirium screening, and evidence-based sedation and ventilator management. For critically individuals who are already near the end of life even prior to their illness, the framework put forward here emphasizes the importance of effective prognostication and care planning to high-quality ICU care. Ultimately, by stressing the extent to which critical illnesses may emerge as episodes within the broader context of aging, Brummel et al (6) remind us to include the perspectives of geriatrics and gerontology in order to make sense of the outcomes of critical illness in older adults.
